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7.01: General Provisions 

(1) SCOPE PURPOSE and EffectiveDate. 
(a) 117 CMR 7.00 implementsthe provisions ofM.G.L.c. 118F. as' most RECENTLY 
amended by St. 1991, c. 495, regarding the acute hospital uncompensated care pool. 
(b) The purpose of 117 CMR 7.00 is to specify: 

1. The deswhich will govern payment by hospitals to the pool and payment by the 
pool to hospitals. 
2. The procedures thatacute CARE hospitals must follow regarding the acquisition and 
verification of patients' FINANCIAL resource information for determination of patients' 
ability to pay for hospital care provided and/or to be provided. 
3. The criteria that acute care hospitalsmust meet regardingnotiticationof the 
availability of FREE care and public assistance programs to patients. 

' 	 4. The criteria thatacute care hospitals' credit andcollectionpoliciesmustmeet 
regarding bad debt and b CARE ACCOUNTS This shall include.thestandards for 
reasonable collection effort of bad debt accounts; the standards for DETERMININGfree 
care accounts; and the standards for documenting bid debt and FREE care accounts. 

(c) 117 CMR 7.00 shall be effective as follows: 
1. definitions at 117 CMR 7.02 shall be EFFETIVE beginning on October 1, 1991;' 
2. reponing REQUIREMENTS of 117 CMR7.03 shall be effective for all claims reported 
for the month of April. 1992 and for all the months THEREAFTER 
3. 	 all other sections of 117 CMR 7.00 shall be effective upon the promulgation of 
117-CMR 7.00, unlcss othawise SPECIFIED 
4. 	 117 CMR7.02,7.04(3)(a) and (b),7.04(4), 7.04(5), 7.04(8) and 7.01(1&)(4) shall 
be effective as of June 4,1993; 
5. 117.CMR7.11 shall be effective as of October 1. 1993. 

(3) Organization: 117 CMR 7.00 is divided into sections.Eachsectionmay be further 
divided into subsections designated by arabic numerals enclosedin parentheses A subsection 
may be segregated into divisions, designated by letters enclosed in parentheus. A division 
may be further segregated into subdivisions designated by arabicnumeralsfollowedbya 
period. 

7.02: Definitions 

Actual Costs. All direct andindirectcostsincurred by a hospital or acommunityhealth 
center in providing medically necessaryc u e  and treatment to its patients, in accordance with 
generally accepted accounting principles. 
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7.02: continued 

Bad Debt. An account receivable based on services furnished to any patient which: 
(a) is regarded as uncollectible, following reasonable collection efforts, pursuant to the 
hospital’s credit and collection policies and procedures; 
(b) is charged as a credit loss PURSUANTto the hospital’s credit and collection policies 
and procedures; 
(c) is not the obligation of any governmental unit of the federal or state government or 
agency thereof; and 
(d) is notfreecare. 

CHARGE The uniform price for each specific service within a revenue center ofan acute 
hospital established in accordance with M.G.L.c. 6B.S 7. 

Collection Action. Any activity by which a hospitalor its designated agent requests payment 
for SERVICESfromapatientorapatient’sguarantor. A collectionaction of a hospital shall . , 

include those activities such as preadmission or pretreatment deposits, b i g  statements, 
collection follow-up letters telephone contacts, personal contacts and activities of collection 
agencies and attorneys. 

Commission. The Rate Setting Commission established under M.G.L. c. 6A. 5 32. 

Cost to CHARGRatio. A calculation made pursuant to M.G.L. c. 6B, 0 11(4), to be used by 
the Department of Medical Security in DETERMININGthe uncompensated care pool’s liability 
to each hospital in accordance with M.G.L.c. 118F.5 15. 

Credit and Collection Policy. The hospital’s policy, as expressed in a statement of general 
principles approved by its governing board, guiding the management of the hospital’s billing 
andcollectionofaccountsreceivable.andthehospital’sprocedures, as expressedinan 
operating plan to implement such policy, with respect to: I 

(a)the effort thehospital .makes tocollectpaymentforservices; . 

(b) the criteria the hospital uses to assign UNCOLLECTIBLES to bad debt ACCOUNTand 

(c) the criteria the hospital uses for the provisionof free care. The credit and collection 

policy shall include, as a minimum,the methods the hospitaluscs,thepractices it follows 


‘ 	 and the forms or schedulesit adopts inORDER to comply with theDEPARTMENTcriteria and 
standards for credit and collection policyas set forth in 117CMR 7.00. 

DEPARTMENT The Department of Medical Security established under M.G.L.c. 118F. 

DISPROPORTIONATE Share HOSPITALAny acute hospitalthatexhibitsapayer mix wherea 
minimum of 63% of the acute hospital’sgross patient serviceREVENUEis ATTRIBUTABLEto TITLE 
XVIII and Title XIX of the federal Social Security Act, other GOVERNMNETpayers and free 
care. 

EMERGENCY Aid to the ElderlY. Disabled and Children (EAEDC) Patient A patient who is 
a recipient of governmental BENEFITS under M.G.L. c. 117A et seq. 

EMERGENCYCare. Emergency care shall include hospital services providedafmsudden ons t  
of a medical condition manifesting itselfby acute symptomsof sufficient severity including, 
but not limited to.severe pain in which the absence of immediate medical attention could 
reasonably be expected’to RESULTin placing the patient’s health in serious jeopardy. serious 

. 	 impairment to bodily functions or serious dysfunction of a bodily organ or pan, examination 
or treatment for emergency MEDICALcondition or active labor in women or any otherm i c e  
RENDEREDto the extent required.by 42 USC 1395(dd). In order to qualify as emergency care. 
services must be medically NECESSARY services and must be: 
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7.02: continued 

(a) determined to be anemergencyby a medicalprofessionalincharge of the patient. 

andare so classified in thepatient'shospitalrecordpursuanttohospital'smanual or 

document described in 117 CMR 7.03(l)(b); or 

(b) inpatientmedical care serviceswhichareassociatedwithandfollowimmediately 

the emergency care as described in 117 CMR 7.02(1); or 

(c) screening of patients presenting themselves for unscheduled treatment.in those cases 

which are ultimately determined not to qualify under 117CMR 7.02( 1). to the extent that 

such screening is required bylaw. 


Federal POVERTY lncomeGuidelines. 'The federalpovertyincomeguidelinesused as an 
eligibility criterion by the federal Department of Health and Human Services. 

Fiscal Year. The time period of 12 months beginningon October 1 of any calendar year and 
endingon September 30 of the immediately following calendar year. 

Free care. Any unpaid hospital charges for: 
(a) emergency care to uninsured patients, for which the costs have not bem collected 
after reasonable collection efforts; or 
(b) medicallynecessaryservicestopatientswho are exempt from collectionaction . 
pursuant to 117CMR 7.08 and who have been demred, pursuant to ihe hospital's credit 
and collection policy, financially unable to payall or part ofthe hospital care rendered 
to the patient; or 
(c)medicallynecessaryservices to patients in situations of medicalhardshipwhere 
major expendituresfor health care have depletedor can reasonablybe expected to deplete 
the financial resourcesof the individual to the extent that medical serviceswill be unpaid; 
(d) any unpaid charges for services rendered to participants in the Medicare program 
shall not be deemed free care charges eligible for payment from the pool except to the 
extent that such charges 

1. satisfy the requirements of 117 CMR 7.02 Free CARE(A) and (b), and 
2. wereproperlysubmittedforpayment totheMedicareintermediaryandwere 
rejectcd by such intermediary as failing Medicare substantive rules. 

Gross Patient Service Revenue. The total dollar amount of hospital's charges for services 

rendered in the fiscal year. 


Guarantor. A person or group of p o n s  who assumes the responsibility of payment of (all 

or part of) the hospital charges for services, but not including third party payers. 


Health InsuranceCOMPANY A company as defined in M.G.L.c. 175.8 1. which engages in 

the business of health insurance. 


Health Insurance Plan. The medicare program or an individual or group contract or other 

planprovidingcoverage of health care services .which is issued by ahealthinsurance 

company, a hospitalservicecorporation,amedicalservicecorporationorahealth 

maintenance organization. 


Health Maintenance Organization. Company which provides or arranges for the provision 

of health care services to enrolled members in exchange primarily for a prepaid per capita 

or aggregate fixed sum as further defined in M.G.L. c. 17%. 8 1. 


Healthy Kids. A program of preventive pediatric health care services for certain children. 

from birth to age six. administered by the Department pursuant to M.G.L. c. 118F. fj 17A. 


HealthyStart. A programofhealthcare,designedtolowertheinfantmortality rate. 

administered by the Department of Public Health pursuant to M.G.L. c. 11 1. fj 24D. 


HOSPITAL An acutehospital. 
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7.02: continued 

HospitalService Cornoration. A corporationestablishedforthepurpose of operating a 
nonprofit hospital service plan as provided in M.G.L. C. 176A. 

ManagedHealth Care Plan. A healthinsuranceplanwhichprovides or arrangesfor, 
supervises and coordinateshealthcareservices toenrolledparticipants,includingplans 
administered by health maintenance organizations and preferred provider organizations. 

Medicaid Promam. The medical assistance programadministered by the departmentof public 
welfare pursuant toM.G.L. c. 118E and in accordance with TitleXM of the Federal Social 
Security A c t  

Medical Assistance Promam. The medicaid program, the Veterans Administration health and 
hospitaLprogramsand any othermedical assistance programoperated by a governmental unit 
for persons categorically eligible for such program. 

Medical HARDSHIP A situation in which major EXPENDITURESfor health care and/or income 
loss stemming from an individual‘s d i d  condition have depleted or can reasonably be 
expected to deplete thefinancial RESOURCES of the individual to the extent thathe or she wil l  
be unable to pay for NEEDED medical SERVICES as describedinahospital’s credit and 
collection policy. 

MedicalServiceCornoration.Acorporationestablished for thepurpose of operatinga 
nonprofit medical service plan as provided in M.GL. C. 176B. 

Medically NeCESSARY Service. A service that is reasonably calculated to prevent, diagnose, 
prevent the worseningof, alleviate. correct, or c u e  conditions in the recipient that endangers 
life, cause sufferingor pain. causephysical deformityor malfunction, threaten to cause or to 
aggravateahandicap, or result in illness or infirmity. Medically necessary services shall 
include inpatientand outpatient servicesas MANDATEDunda Title XIX of the Federal Social 
Security Act Medically necessary SERVICESshall not include: 

(a) nonmedical services. such as social, educational, and vocational services; 

(b)cosmetic surgery; 

(c) canceled or missed APPOINTMENTS 

(d)telephoneconversations and consultations; 

(e) court TESTIMONY 

(f) research or the provision of experimentaloiunpmvcn procedures including, butnot 

limited to. treatment da ted  to sa-reassignment surgery, and PRE-SURGERY hormone 

therapy: and 

(g) the provisionof whole blood;provided, however, that administrativeand processing 

costs associated with the provision of blood and its DERIVATIVES shall bc payable. 


Medicarc P r o m a  The’medicalinsurance program established by “irk XVIII  of the Social 
Security Act 

Provider. Any person, corporation,PARTNERSHIPGOVERNMENTAL unit, state institution and othci 
entity qualified under the laws of the COMMONWEALTH to perform or provide health care 

. .
SERVICES 

Private Sector. As defined by the regulations of the Commission. 

Private SectorCHARGES Gross patient revenuesbased on all charges to purchasers and third 
partypayors,including charges under MGL c. 152, exclusive of charges for services to 
publicly aided patients,charges under TITLES Xwr and XIX, freeCARE reduced by all income, . 
recoveries and adjustments, and bad debt, reduced by all income. recoveries and adjustments. 

PubliclyAided Patient A personwhoreceiveshospital care and services for which a 
governmental unitis liable in whole or in part under astatutory program of public assistance. 

Purchaser. A natural person responsible for payment for health cart services rendered by a 
hospital. 

I 
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7.02: continued 

Self-Insurance Health Plan. A planwhichprovideshealthbenefitstotheemployeesof a 
business, which is not a health insurance plan, and in which the business is liable for the 
actual costs of the health care SERVICESprovided by the plan and administrative costs. 

Shortfall Amount The amount equalto the differencebetween the total allowablefree care 
costs for allhospitalsandtherevenue available forreimbursement of free care to the 
hospitals. 

TotalPatient Care Costs. Patientcarecost as reported by the hospitalpursuantto the 
instructionsof the Department 

UNCOMPENSATION Care. The sum of bad debt and free care. 

UNCOMPENSATED CarePercentage. The ratio of eachindividualhospital'sprivatesector 
charges for the fiscal year to'the total of all hospitals' PRIVATE sector charges forsuch fiscal 
year. 

UNCOMPENSATED Care Percentage. As definedandcalculatedpursuant to M.G.L. c. 6B. 
5 1U2). 

Uninsured Patient A patient who is not covered by any of the following: 
(a) a health insurance plan including the medicare program or an individual or group 
contract or other plan providing coverage of health cart SERVICESwhich is issued by a 
health insurance company. a hospital service corporation, a medical service corporation 
or a health maintenance organization; or 
(b) a self insurance health plan including a plan which provides health benefits to the 
employeesof a business, which is not a health insurance plan, andin which the business 
is liable for the mal costs of the health care SERVICESprovided by the plan and the 
administrative costs,or 
(c)a medical assistance programincludingthe medicaid program, theVeterans 
Administration health and hospital program and any other assistance program operated 
by a GOVERNMENTALunit for persons categorically eligible for such program. 

A patient shall not be deemed uninsured .if suchpatient has a policy of health 
insurance or is a member of a health insurance or benefit program which REQUIRES such 
patient to make paymentof dEductibles. orCO-PAYMENTor fails to coverCERTAINmedical 
sayices or procedures. 

7.03:ReportinG REQUIREMENTS 

(1) REQUIRED REPORTS andFiling.Dates.Each acute arc  hospital shall complywith the 
following reporting REQUIREMENTS 

(a) DMS Form UC-92 due no lam than 45 days aftcr the last day of the fiscal month 
for which thereport is being submitt& 
(b) Its manual or any document,inwhateverform. setting forth the hospital's 
classication of p o n s  presenting for unscheduled treatment, the urgency of TREATEMENT 
associated with each such classification,the location or locations at which such patients 
might prcscnt THEMSELVESand any other relevant and NECESSARY instruction,to hospital 
personnel who routinely set patients presenting for unscheduled treatment regarding said 
classification system The manual or document must list those classifications which 
qualify asemergencycare under 117CMR 7.00. Such manual or document mustbe filed 
with the depaRTMent by May15.1992. Any SUBSEQUENTamendmentsthento shall be filed 
with the department at least60days prior to the effectivedate of the amendment Such 
manual or document mustbe accepted for filing by the department bcforc it is RELIEDupon 
by the hospital in claiming any payment from the pool for emagency care; 
(c) Its credit and collection policy, as defined by 117 CMR 7.02. The policy which has 
been filed pursuant to 117 CMR 2.03 shall satisfy the requirements of 117 CMR 7.00. 
Any subsequent amendmentsth&o shalJ be filed with the Department at least 60 days 
prior to the effective date of the amendment 

4/22/94 I17 CMR - 35 



117 CMR DEPARTMENT OF MEDICAL SECURITY 

7.03: continued 

(d) Each acute hospital shall, upon request. fie in a formatspecifiedby the Department. 
information regardingits bad debt write-offs and free care write-offs. This information 
may include, but shall not be limited to: for inpatient accounts. type of write-offs (Le. 
bad debt or free care), billing number. medical record number. date of admission and/or 
dateofdischarge,totalamount of charges andamountof chargeswritten off; for 
outpatientservices. type of write-off,billingnumber,medical record number, date of 
service, typeof outpatientSERVICEtotal amount of charges and amount of charges written 
off. Each acute hospital shall. upon request, provide the DEPARTMENTor its agent with 
access to patient accountRECORDSand related reports for the purpose ofABSTRACTION by the 
Department or its agent of additional data DEPARTMENT beyond those specified above; 
(e) Each acute hospitalshall file or make available infomation which isrequired by 117 
CMR 7.03 or which the Department deems reasonably necessary for implementation of 
117 CMR 7.00 in accordance with time limits set forth in 117 CMR 7.03. or within 15 
days from the date of request from the Department, unless a DEPARTMENTtime is specified 
in the request The.DepaRTment may, for cause, extend thefiling date forthe submission 
of reports, schedules,reportingforms.budgets.information, books andrecords. Any 
request for an extension must be made in writing and submitted to the Department in 
advance of the filing date. 

(2) Enforcement of REPORTING REQUIREMENTS If ahospital fails to meet the reporting 
requirements of 117 CMR 7.03(1). the Department may determint that the hospital does not 
incurany FREE can expenses for the period forwhich it fails to meetthereporting 
requirements. If the Department makes such a determination it will adjust the hospital's 
liability to or from the uncompensated care poolas calculated pursuant to117 CMR 7.04 to. 
reflect this determination. 

7.04: PAYMENTStoandFromthe UNCOMPENSATEDCart Pool 

Each acute hospital shallmakc payments to or receive paymentsfiom the uncompensated 
care pool in accordance with 117CMR 7.04. 

(1) Payments to the Department or its agent shall be made in accordance with instructions 
from the DEPARTMENT 

(2) If any part of thehospital's payment is not made on ,the due date, the Department shall 
assess a 5% surcharge on the amount that is ovadue. The DEPARTMENTshall reduce this 
surcharge to 1% of the amount that is overdue if the hospital satisfies and documents the 
following conditions: 

(a) The hospital has applied for and been denied a SUFFICIENT working capital loan by a 

qualified lending institutionwithin thepast 90days; and 

(b) The amount OVERDUEexceeds 2% of the hospital's average monthly
REVENUES for the 
prior six months The hospital must apply for such surcharge reduction within 15 days 
of receiving the initialassessmentof the surcharge, and must document the above 
conditions within 60days of receiving the initial assessment of this surcharge. 

(3) Gross PAYMENTS to or from the UNCOMPENSATEDCare Pool. Each hospital's payments 
to and from the uncompensated care pool shall be based on gross liability to and from the 
uncompensatedcare The DEPARTMENTwilldetermine the gross liability of a hospitalto 
or from the uncompensatedCARE pool as follows: 

(a) The hospital shall make a paymentsof its gross liability to the uncompensatedcare 
pool in accordance with the invoices from the Department- The Department shall make 
the appropriategross payment from the uncompensated care pool to the hospital. 
(b) The hospital's fiscal year gross liability to theuncompensated carepoolshall be 
calculated as follows: 

1. for the time period ofOctober 1. 1991 to September 30. 1992, inclusive, it will 
be as set forth in Sr 1991, c. 495, § 5 4 ;  

2. 	 for thetimeperiod beginning onOctober 1, 1992,it will qual  theproductof 
each hospital's uncompensated CARE percentage and the private sector liabilityto the 
uncompensated care pool. determined by the general court 
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7.04:continued 

(c) Pool’s gross liability to the hospital shall be determined as follows: 
1. pool’s gross liability to each hospital shall be qual tothetotalallowablefree 
CAREcosts of the hospital less the pool shortfall allocation; 
2. the total allowable free care costs shall be the product of the cost to charge ratio 
and the .floss FREEcare charges less free care income, related bad debtRECOVERIESand 
audit results. Gross free care charges shall not include anysums ATTIBUTABLEto free 
cart forwhichreimbursement is availablefromothersourcesincluding,butnot 
limited to, the medicare program. irrespective of whether such reimbursement has 
been collected by a hospital. Medicare !kc care shall be considered reimbursableby 
the pool to the extent allowed by 117 CMR 7.02; 
3. the pool shodall allocation shall be the lesser of the product of the ratio of the 
hospital’stotalpatientcare costs tothetotalpatient cart costs of all hospitals. 
multiplied by the shortfall amount or the amountequal to the total allowablefree care 
costs of the hospital. 

(d) If a hospital is unable to determine the appropriate segregation of bad debt related 
to emergency care from the bad debt related to non EMERGENCYbad debt for any fiscal 
year, then the Department shall make an appropriateestimate. If a hospital is unable to 
determine recoveries,theDepartment shall estimate the amount of recoveriesof bad debt 
which is attributable to bad debt arising from the EMERGENCY care to uninsured patients 
on theBASIS of the ratio of the total of the bad debtRECOVERIESto the totalof the bad debt. 

(4) Interim Calculation of a HOSPITAL’SPAYMENT to or from the UNCOMPENSATEDCare Pool. 
In order to facilitate timelypayments to andfromtheuncompensated care pool,the 
Department will from time to timecalculateeachhospital’spayment to andfromthe 
uncompensated care pool for a fiscal yearby estimating its liability toandfromthe 
uncompensated CAREpool and CREDITINGany payments madeto and from the uncompensated 
care pool for the fiscal year in question. The calculation shall be made according to the 
following guidelines: 

(a)TheDepartment shall notifyeachhospital of themethodologyused to calculate 

payments and the results of the calculationfor the HOSPITAL 

(b) If a hospital has not reported data required to calculate the hospital’s, ne: payment, 

the Department maysubstitute for therequireddata elements relevant industry averages, 

prior year reports by the hospital. or other data the Department deems appropriate; 

(c) The Department shaU adjust payments to reflect the availability of funds; 

(d) The DEPARTMENTmay adjust payments toreflect uncompensated care pool EXPENSES 

for activities authorized in M.G.L. 118F. 0 15. 


(5)  Final Calculation of a HOSPITAL’S PAYMENTto and from the UNCOMPENSATEDCare Pool. 
The final settlement between the uncompensatedcare pool and a hospital for a fiscal year 
shall comply with the guidelines set forth in 117 CMR 7.04(4) and it shall be as follows: 

(a) It shall take place upon completion of the relevant audit and calculations by the 

Department and the commission.for that fiscal year; 

(b) It shall be determined using actual gross patientservice revenues, final cost to 

charge ratios and actual free care charges, each having bem adjusted for anyaudit 

findings; 
(c) It shall include reconciliationof any interim payments and estimated liabilitiesto and 
from the uncompensatedCAREPOOL 

(6) SPECIALCalculationfor the Settlement Betwecn theHOSPITAL’Sand the Pool for the Fiscal 
Year of October 1.1991 to SEPTEMBER30.1992. In order to facilitate TIMELYSETTLE of 
payments to and hom the pool and to promote fair distribution of pool funds among the 
PARTICIPATING hospitals,theDepartment will. for the time period of October 1. 1991to 
September 30, 1992. determine thegross free care charges eligiblefor reimbursement before 
adjustment as follows: 

(a) For the time period of October 1.1991 to March 31.1992, for those hospitals which 
are not able to detamine the amount of bad debt arising from emergency care to the 
uninsured. the estimate of the amount of the freeCAREcharges eligiblefor reimbursement 
before adjustment shall be calculated pursuant to the following rules and formulas: 

1.thetimeperiod of October 1, 1991toMarch 31. 1992shall be designatedas 
“PI“; 
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2. 	 thetimeperiodofApril 1, 1992toSeptember 30. 1992 shall be designated as 
"R"; 
3. the free care charges as reported on the form UC-92 (less all income, recoveries 
and adjustmenu attributable thereto) shallbc designated as "FC"; 
4. 	 the freecare charges as reported on the form UC-92 which are ATTRIBUTABLEto bad 
debt arising from emergency care be designated as " E B D ;to uninsured patients shall 
5. the total bad debt charges as reported on the form UC-92 shall be designated as 
"BD"; 
6. theuncompensatedcareforany period shall be the sum of FC forsuch h e  
period and BD (less all income, RECOVERIESand adjustments attributable thereto) for 
such timeperiod and shall bc designated as "uc"; 
7. The ratio of EBDP2 to the sum of FCPZ and BDP2 shallbc multiplied by UB1.  
This product willbe the gross free care charges which are eligible for reimbursement 

(b) For the time period of April 1. 1992 to September30,1992for all hospitals and for 
thetimeperiod OCTOBER 1, 1991 to March31,1992. if suchreporting is REFILED for 
hospitals which are able to specifically segregatebad debt arising from emergency care 
to the uninsured for the time PERIOD October 1.1991 to March 31.1992. the free care 
charges as reported on formUC-92 less all income. recoveries and adjustments 
athibutablethereto. shall be the gross FREE care charges which are eligiblefor 
reimbursement 

(7) Reimbursement of Physicians for the Cost of Fret Care. Any hospital which has the 
status of a disproportionate share hospital pursuant to 114 CMR 36.10 and which receives 
payments fromthe uncompensatedcarepool, and such paymentsarebased upon a calculation 
of the cost to charge ratio which includes, provides for, or has an allowance, calculated by 
the Commission, for thecost of frcccam providedby physicians at such hospital, shall usc 
that portion of the uncompensated care pool payments which is athibutable to such cost to 
reimburse such physiciansfor such ficc care.. 

(8) UPDATES and Final SETTLEMENTS The departmentmaycalculateallupdates and make 
final settlements with hospitalson a net basis. The net shall be the hospital's gross liability 
to the uncompensated care pool, as determid pursuant 117 CMR 7.04(3)(b), minus the 
uncompensatedcarepool's gross liability to the hospital. asdetermined pursuantto 117 CMR 
7.04(3)(c). If the differenceis positive, then that amount shall be the hospital's net liability 
to the uncompensated cam pool; if the difference is negative, then that amount shall be the 
net liabilityof the uncompensatedcare pool to the hospital. 

7.05:AdministrativeReviewand ADJUDICATORY Proceeding 

(I) AdministrativeReview. A hospitalasgrieved by anyaction or failure to actby the 
department may file an appeal pursuant to the provisions of M.G.L. c. 6A, 3 36 or it may 
seek a review pursuant to the provisions of 117 CMR 7.05. 

(2) Administrative Reviewbv the DEPARTMENT W~thin21 days afterreceiving notice of the 
DEPARTMENTdetermination of a hospital's net paymentto or F the pa01 pursuant to 117 
CMR7.04(5). the hospitalmay request administrative reviewof the determination.The scope 
of this administrative review isto consider whether the Department's determination contains 
any technical ERRORS in the calculation itself or in the data used for the calculation. This 
administrative reviewwill not consida issues relating to the validity of 117 CMR 7.05 or the 
methodology contained in the regulations for a hospital's net paymentD to or from 
the pool, Such issues may be raised in a requestforjudicial review filed pursuant toM.G.L. 
c. 30A. 3 7. 

(a) REQUESTfor ADMINISTRATIVEReview. The hospital's q u e s t  for administrativereview 
must bc submitted in writing to the Commissioner of the Department. The request must 
describe the technical errorsand any necessary corrtctive actions. If a hospital's request 
for administrative review does not contain the required information and materials, the 
Commissioner shall notify the hospital,in writing. that the hospital has ten days from the 
date of the notice to supply the missing information or materials. If the hospital fails to 
supplythe missing information or materialsidentified bytheCommissioner. the 
Commissioner shall deny the hospital's request for administrative review. 
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7.05: continued 

(b) Administrative Process and Decision. receiptrequestReview Upon of for 
ADMINISTRATIVEreview containing the REQUIREDinformation, the Commissioner shall refer 
the matterto the Deputy Commissioner or other designated employee of the Department 
for review and decision.The Deputy Commissioneror other designated employeeof the 
Department willreview the information and materials supplied by the hospital and may 
meet or otherwiseholddiscussions with hospitalrepresentativestoclarifycertain 
infomation. After completingthis review, the Deputy Commissioner or otherdesignad 
employee of the Department will issue a 
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7.05: continued 

written decision on the hospital's request. The decision will state whether 
or notanyadjustment to the Department's determination of net payment 
to or from the pool will bemadeand will givea brief explanation of the 
reasons for this decision. When such a decision is issued with respect to a 
calculationmade after a hospital's fiscal year hasendedandusing the 
hospital'sactual audited dataforthat f i s c a l  year,the decision shall 
constitute a Notice of Agency Action and shall contain the notice and other 
information relatedto adjudicatoryproceedings set forth in 801 CMR 
1.02(6). 

(3) ADJUDICATORY Proceedings.
(a) Submission of Claim for ADJUDICATORY Proceeding.Within 21 daysof 
receiving a Notice of Agency Action described in 117 CMR 7.05(2)@), the 

" hospital may submittothe Commissioner of the Department a Claim for 
AdjudicatoryProceeding to resolve any legal and factual issues raised 
duringany administrative REVIEW(S) for thatfiscalyear. A Claim for 
AdjudicatoryProceedingmustbe submitted in writing, must identify the 
issuesof law and fact in dispute between the hospital and the Department,
and must describe the evidence presented during administrative review to 
supportthe hospital's position. A Claim for Adjudicatory Proceeding 

cannot raise issues of law or fact and cannot cite evidence that were not 

considered during administrative review. 

(b) DISPOSITION ofClaim for ADJUDICATORY Proceeding.TheCommissioner 

or his designee shall review a Claim for Adjudicatory Proceeding together

with the related administrative review decision(s) and any materials in the 

Department's files relatedto those administrative review decision(s). If 

the Commissioner or his designee determines, after the review, that there 

are no genuine issues of materialfact and no issues of law indispute

between the hospital and the Department, the Commissioner shall issue an 

order dismissing the Claim for Adjudicatory Proceeding, and thisorder shall 

constitute a final decision of theDepartmentsubjectto judicial review 

under M.C.L. c. 30A, s. 14. If the Commissioner or his designee

determines, after this review, that there are genuine issues of material fact 

in disputebetween the hospital and theDepartment,the Commissioner 

shall issue an order referring the matter to an independent hearing officer 

designated by the Commissioner to conduct an adjudicatory proceeding in 

accordance with 801 CMR 1.02 et seq. If the Commissioner or his designee

determines, after this review, that only legal issues are in dispute between 

the hospital and the Department, the Commissioner or his designee may

issue an orderreferringthe issues to an independenthearing officer 

designated by the Commissioner to conduct adjudicatoryproceedings 

pursuant to 801 CMR 1.02 et seq., or the Commissioner or his designee may

decidethe issues after giving boththehospital and the Department

reasonable notice and anopportunityto be heardonthese issues. A 

decision on legal issues by the Commissioner or his designee shall constitute 

a final decision of the Department subject to judicial review under M.G.L. 

c. 30A, s. 14. 
Conduct(c) of ADJUDICATORY Proceeding. An adjudicatory proceeding

referred to an independent hearing officer designated by the Commissioner 
shall be governed by 801CMR 1.02 and 1.03. Such a PROCEEDINGalso will be 
governed by the following rules and procedures:

1. An adjudicatory proceeding will address only those issues identified 
in the Commissioner'sorderreferring the matter to anindependent
hearing officer. 
2. 	 The hearing officer will onlyconsider evidence that was presented

review, intotheDepartment during administrative exceptthose 
extraordinarycircumstances where thehospital candemonstratethat 
the evidence could not have been obtained or produced at the time of 
the administrative review. 
3. Upon conclusionof the adjudicatory proceeding, the hearing officer 
will prepare and forward to theCommissioner orhis designee a written, 
RECOMMENDED decisionof theDepartment. Therecommendeddecision 
will addresseach of the issues cited in theCommissioner'sorder 
referringthe matter tothe hearing officer. TheCommissioneror his 
designeemay adopt, modify or order reconsideration of thehearing
officer's recommended decision. 
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7.06: continued 

4. The Commissioner will issue the f i n a l  decision of theDepartment
subject to judicial review under M.C.L. c. 30A, s. 14. 

7.06: 	 Criteria for Acquisition and Verification of Financial Information from Patients or 
Patient Guarantors 

General. 
- _ _  ~~[a) 117 CMR 7.06 SPECIFIES thecriteriathata HOSPITAL’S Credit and-


Collection Policy musf meet regarding the acquisition &d verification of 

financial infomationfrom the patient and/or the patient guarantorin order 

to assess theability of thepatientorthepatientguarantorto pay for 

hospital services. 

(b) The Credit and Collection Policy shall specifytheproceduresfor 

obtaining patient financial information; the procedures forverifying patient


projected timesupplied information; and the completion the 
verification activities. 

(2) Minimum RequirementsforPatient Supplied Information. The patient
supplied information shall include, but shall not be limited to, the patient's 
name and address, the guarantor's (if any) name and address, the source of 
any available payment and the amount of such payment. 

Inpatient Services. 
(a) Non-Emergency Admissions. The hospital shall make reasonable 
efforts, prior to the date of the patient admission, to obtain the financial 
informationnecessaryto DETERMINE responsibilityfor payment of the 
hospital bill from the patient or guarantor. 
(b) Emergency Admission.The hospital shall makereasonable efforts,
after the patient is admitted and as soon as reasonably possible, to obtain 
the financial information necessary to determine responsibility for payment
of the hospitalbill from the patient or guarantor.
(c) Requirementsfor Obtaining Additional Information During the 
Patient's HospitalStay. 

1. The hospital shall make reasonable efforts to contact the relatives, 
friends and-guarantor and the patient for additional information while 
the patient is in thehospital. 
2. The hospital shall identifythedepartmentthat is responsiblefor 
obtainingtheinformationfromthepatient, and explaintheclinical 
approvalprocess, if any, required in.contactingthepatientfor 
additional information. If no clinical approval process is required prior 
to contacting patients, the Creditand Collection Policy must so specify.

(d) Retauiremerits for Obtaining Information at the Time of the PATIENT’S 

Dischame. If ahospitalhasnotobtainedsufficientpatientfinancial 

information to assem-the ability of the patient or the PATIENT guarantor to 

pay for hospital services prior to the date of discharge, the hospital shall 

attempt to obtain the necessary information at  the time of the patient's

discharge. 


(4) OUTPATIENTSERVICES 
(a)Non-Emergency Service. The hospital shall makereasonable efforts, 
priortotreatment, toobtainthefinancialinformationnecessaryto 
determine responsibility for paymentof the hospitalbill from the patient or 
guarantor. 
(b) Emergency Service. The hospital shall make reasonable effort, as soon 
as reasonably possible, toobtainthefinancialinformationnecessaryto 
determine responsibility for paymentof the hospitalbill from the patient or 
guarantor. 

(5) Verification of Patient Supplied Information. 
(a) Inpatient. The hospital shall makereasonableeffortstoverifythe 
patientsuppliedinformationpriorto the patient discharge. However, the 
verification may occur at any time during the provision-of services, or at 
the time of the patient discharge orduring the collection process. 
(b) Outpatient. The hospital shall makereasonable efforts toverify
patient supplied infomation at the time the patient receives the services. 
The verification of patient supplied information may occur at the time the 
patient receives the services or during the collection process. 
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7.07: Criteria for Assistinn Patients Who Have Limited Financial Resources 

117 CMR 7.07 specifies the criteria that a hospital's Credit and Collection 
Policy must meet regarding the assistance of patients and/or patient guarantors
with limited financial resources. 

(I) . Deposit Plan. 
(a) The hospital shall not require pre-admission and/orpretreatment
deposits for patients who require emergency services. 
(b) The hospital shall not require pre-admission and/or pretreatment
deposits for patients with family income equal to or less than 200% of the 
Federal Poverty Income Guidelines. 
(c) If hospitals require a pre-admission andlor pretreatment deposit for 
patients other than those described in 117 CMR 7.07(l)(a) and (b), the Credit 
and Collection Policy shall describe the method the hospital uses for 
establishing the amount of the deposit, and the document(s) required to 
verify the patient supplied information. 

(2) Pa ent Plan. 
(a* spltal shall not require any payment plan for patients who are 
fully exempt from collection action pursuant to 117 CMR 7.08. 
(a) A hospital's Credit and Collection Policy shall specifythehospital's
policy regarding payment plans,including themethodsfor establishing
patient liability, the information required from patients to establish payment
ability, and the procedures usedand the document(s) required to verify the 
patient supplied &formation. 

(3) Deferred or Rejected Admissions. 
(a) A hospital shall not defer or reject admission of patients who are 
recipients of governmental benefits under M.C.L. c. 117A et seq. (EAEDC)
solely due to financial considerations. 
(b) If a hospital wishes to defer or reject admission of other patients solely
due to financial considerations, its Credit and Collection Policy shall specify
the policies and procedures used for such decisions. In all instances,the 
reasons for ordeferral rejection, and the clinical approval or 
acknowledgement of such deferral or rejectionshall be documented. 

7.08: Criteria for Identification of Populations not REQUIRING Collection Action 

117 CMR 7.08 specifies the criteria for identifying those populations which 
shall not be subject to collection action as defined pursuant to 117 CMR 7.02. by
settinga minimum free care eligibility standard. 117 CMR 7.08 also governs
the criteriatheCredit and Collection Policy must meet regarding the 
determination of patients exempt from collection action. 

(1) General Requirements.
(a) All free care provided shall be accompanied by an application for free 
care signed by the,patient, relative or legal guardian. Each application for 
free care must state, in part, the following:-"I authorize you to release any
information acquired in the course ofmy examination or treatment to the 

. 	 Department of Medical Security orits designee." 
(a) There shall be no residency requirements for patients who are residents 
of the Commonwealth of Massachusetts. If ahospital does not have such 
requirements for out of state patients the Credit and Collection Policy must 
so specify.
(c) The hospital or its agent shall not seeklegalexecution against the 
personal residence or automobile of patients or guarantors with family
income in excess of 200% of the Federal Poverty Income Guidelines, without 
the express approval of the hospital's Board of Trustees on 'an individual 
case by case basis. 
(d)The hospital shall not bill patients who are recipients of governmental
benefitsunderthe Emergency Aid tothe Elderly, Disabled and Children 
program, certain participants of the Department's Healthy Kids program, or 
the participants in the Department of Public Health's Healthy Start program 
or of theDepartment'sCentercare program. The Departmentshall issue 
periodic notices to the hospitals regarding billing of the participants in the 
Healthy Kids program. However, the hospital may initiate billing fora 
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